Registration District No.
ON THIS STUB t.'.‘j! = FF

MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' —-H53-0C 29
CEPARTMENT OF PUBLIC HEALTH AND WELFARE 1@3 1"(’6—%#
DO NOT WRITE AMENDED __,_J_I.gjnmaq Registration District No. _ M. Registrars No. .. - )

2. USUAL RESIDENCE (Where deceased lived. (f institution: Residence before
a. COUNTY . 8. STATE Hi ssouri b, COUNTY st. Louis admission)
b. CITY (If outside corporate limits, give TOWNSHIP oniy) Length of stay in 1b c. CITY Inside Limits

1own  St, Louis 5 days owN Riverview Gardens Yes g No OO

<. ;%épl:(rﬂeoos {(If NOT in howpital, give locotion} (nsida Limits d. 5 (\¥ cutside, give location) Roside on Farm

Nentotion  Christian Hospital Yes O No 13 ADDiESs 324 Fork Dr. Y O Mo B

J. (':AME OF- DE)CEASED Firsr Middle Last 4 Ds;l’! Month Day Year
ype of prin
Hosken B. Mustaine DEATH  Fab, 15, 1963

5. SEX 6. COLOR OR RACE 7. Matried®]  Never Married [1 [6. DATE OF BIRTH | 9 AGE (w7 birthday) TIF UNDER.1 YEAR | IF UNDER 24 Hit

Male Yhite Widowed [ Divorced [T | Jum2 5..85 77 Months | Days | Hours | Min.

10a. USUAL OCCUPATION (Give kind of work dene | T0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or cauntry).| 12. CITIZEN OF WHAT COUNTRY

U EY et Hechant e = Machinist Horse Cave, Ky. U. S.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

¥William P, Mustaine Leona Hosken Lou M. Mustine

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 CASIAL SECHAITY AMA 17. INFORMANT Address

Yes, no, k tF.yes, '
(Yes, no ﬁoun nowm) | { yes glv:::::f dates of serv] LO'IJ.. M Huﬁtine, 32‘ Fdl‘k Dr.
18. CAUSE OF DEATH (Enter only one causs. per ling o=y \-,p e . INTERVAL BETWEEN

VS 300
Rev. 4/59

DATE AMENDED
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L- TN - ]

PART [. DEATH WAS CAUSED BY: NSET AND DEAT|
IMMEDIATE CAUSE (1) bl

D pbrvrpale _
- Corditions, i ani, ‘ OUE 10 (b) /d'\AW % %{ ,&w/éywﬂ% { ({/Kd/\/ +

-
o

DOCUMENT

‘whith gave rise to

e tha ander W 56/ +
iring” cavye " lnst. DUE.TO (s __ hA W

iying cause last.

PART {I. OTHER SIGNiFICANT CONDI‘I’IDNS CONTRIBUTING TO DEATH but not related 10 lhddrmlnll u PART 11l. If decaased a famale wss
disease condition given in PART | (a) there a pregnanty in iast 90 days.

_{0,20 . [Ova T 0N | 3 unknown

19. wAs AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART (1 of item 18.)
gfgrgmem [m] w] O : . :

20c. TIME OF Hour Month, - Day, Year
CINJURY. . am.
pm. .7

20d. INJuﬂY.'OCCURRED- 20e. PLACE OF INJURY (ag., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, office bidg., etc)
© NOT WHILE AT WORK (]

/) .
dud the decessed from W\ fqbo B + F L‘S;.Lq_éiandlannw:;allwﬂﬂ MJ/;/_ /a/ 5

K/ I -7 A m on the date stated sbove, and to rho best of my knowledge, from the Hu!e! suted

?ﬁofﬂﬂl] '{% : A m%pgm;s gé /W/dg%lnyﬁm ED

FTAL/JREMATION, 7. DA‘I’E T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) “State)’ _
"REMO (Specify)

“Remdumhl - .| 2-18-67 Memorial Park Cemetery Nor

24. FUNERAL DIRECTOR ADDRES! L’FE:EE RTB BY1§6§ REG.

White-Mullen Mortuary, Ferguson, Mo,

Q

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

hereby certify that the body whose name: is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working_under my personal supervision.

Student

Signature of Student Embelmer

Licer;éed Embaln:wer No jjﬁf .
P. O’ Address. j} hﬁ«w‘;kgd’nw

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he also shall sign in his QWN handwriting.

Jf this.body is not embalmed, fact should be so stated above.

*.




